Dr C F H Vickers: I use the commonly accepted classification in which porphyria cutanea tarda is recognized as a genetic defect without obvious liver damage, retaining the term porphyria hepatica for those patients with porphyria who have clinically obvious liver damage, often of alcoholic origin, and where there is no family history.
I was not aware that there had been any gastrointestinal bleeding; there is no occult blood in the stools.
Parapsoriasis Lichenoides C J Stevenson MD MRCP
Male, aged 62 History: Onset twenty years ago of a striped, brownish red, slightly scaly eruption over the left shoulder. The rash remained stationary until three years ago when a similar striped eruption appeared on the opposite shoulder, the limbs and the trunk. It rarely itches. He has always had a dry skin but this feature has been more marked during the past twenty years.
Previous history: 1936, gastroenterostomy for duodenal ulcer. 1963, investigated for diarrhoea and, found to have diverticulosis.
Clinical findings: There was well-marked xeroderma. His rash consisted of striped areas of scaly erythema forming a zebra-like pattern about the shoulders and thighs but also on the trunk (Figs 1-3) and to a lesser degree on the limbs peripherally. General physical examination was negative, the liver and spleen were not palp- Investigations: Skin biopsy from left arm showed the epidermis to be thinned and a patchy parakeratosis was present in the dermis there was a band of infiltration composed mainly of lymphocytes.
ESR 18 mm in 1 hour (Westergren). Blood count normal Serum protein electrophoresis showed an increase in a2-and Pglobulins.
Comment
The condition was considered to be parapsoriasis lichenoides (parakeratosis variegata). The appearance is like the case illustrated by Degos (1953), who comments that mycosis fungoides is prone to develop. Nekam (1938) also illustrates two cases as 'parapsoriasis lichenoides striata of Juliusberg'. The morphology is best described as 'zebra-like'. Dr G B Dowling: This is a beautiful example of parakeratosis variegata. If anyone doubts whether this disease exists, here it is! Dr P D Samman: I was delighted to see this case. Recently I had the opportunity of seeing a very similar case in Nottingham. It was in a young woman, and the condition had been present for about ten years. I feel certain that this case will eventually develop into a reticulosis.
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Dr W G Tiliman: I am very grateful to Dr Stevenson for bringing this case today as it has enabled me to make a diagnosis in a patient I saw only recently.
Dr N A Thorne: I have recently seen a young male Indian patient who had lesions somewhat similar to the present case. Biopsy proved too superficial to be of any use. I will try to follow up this case and see whether a further biopsy supports the diagnosis of parakeratosis variegata. History: For the past two years this young man has developed hard nodules in the skin over the elbows, thighs, shins and ankles. Occasionally certain lesions become painful, inflamed and discharge a 'chalky' material. There is no history of previous skin injury or inflammation. His general health is good.
In his employment as a compositor he is encouraged to drink at least three pints of milk daily owing to a lead poisoning hazard. He has never taken alkalis or vitamin D.
Previous history: Recurrent tonsillitis as a child. Family history not relevant.
Clinical findings: Bony hard swellings ranging in size from 1 to 3 cm in diameter are present in the skin and subcutaneous tissues over the elbows, thighs, shins, ankles and dorsa of feet. Some are adherent to the underlying tendons or bone, others ulcerating through the skin (Fig 1) . The backs of the hands and fingers show a linear erythema, more prominent when the hands are cold. The finger-nail folds are atrophic and show
